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as most of the other publications about the procedure volume
outcome relationship. Although clearly at the extremes of low and
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There have been numerous publications on the relationship
between volume and outcome for various complex surgical proce-
dures. The concept that more experience leads to better outcomes
certainly has face validity. What has been more problematic is how
to quantify this relationship in a way that could be and/or should
be used to guide credentialing or certification. Although most
publications do show a statistically significant positive relationship
between volume of procedures performed and better outcomes,
the linear correlation is weak. Setting arbitrary minimum thresh-
olds is potentially associated with a perverse incentive to try tomeet
the target number by doing more unnecessary procedures.
In addition, the findingof a statistically significant difference does
not mean the difference is clinically significant. For example, if the
mortality rate for surgeons with a volume of less than five cases per
year was 6% and the mortality rate was 5% for surgeons who do more
than 30 cases per year, most of us would not consider the 1%
difference in mortality enough to justify a credentialing threshold.
The report byModrall et al has similar findings and limitationsigh volumes there is a significant difference in mortality for open
bdominal aortic aneurysm (AAA) repair, they did not demon-
trate a clear stepwise decrement in mortality with either increasing
AA or composite volume (Figs 1 and 2). Their individual case
olumes are also strikingly lowwith the finding that more than 50%
f the surgeons in the database did one or less open AAA repairs
er year and one or less “composite” open vascular procedures per
ear. This finding may be more indicative of the considerable
imitations of the NIS database because of the 20% sampling
trategy and the fact that one-third of the cases could not be
ssociated with an individual surgeon than a representative of the
eal world of vascular procedures.
Nonetheless, the important “take-home” message of this re-
ort is the finding that composite vascular volume is a better
redictor of better outcomes than open AAA repair volume alone.
ne would think that the aforementioned limitations of the data-
ase would not invalidate this finding. I would agree with the
uthors’ conclusion that this suggests that overall experience with
elated types of procedures may be a better criteria for credential-
ng than a procedure-specific focus.
